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Une méthodologie pour le calcul des coiits des soins de santé et leur recouvrement. 
Carrin G, Evlo K. 1992, Geneva, 92 p. Document technique (Doc. WHO/ICO/MESD. 2, 
unpublished) 


In view of the Guinean Government's efforts to reform the public hospital system and to 
introduce a cost-recovery system aimed at covering recurrent costs, this study presents a practical 
methodology for cost analysis, provides a critical analysis of cost-recovery systems, and reviews 
the cost-recovery methods applied by national bodies and various nongovernmental organizations 
in Guinea. 


The authors constructed a model which makes it possible both to calculate costs and to 
identify the contribution of different sources to the financing of various types of costs generated 
by health care interventions in the health facilities in which it was field-tested. The model, 
however, is a general one and can be applied to any kind of health facility. Three specific 
interventions were analyzed during the field tests: delivery, treatment of malaria in children, and 
hospitalization for surgery. Simulations were carried out to evaluate the effect of variations in 
certain macroeconomic, demographic and health parameters on costs and their structure and 
financing. The authors note in particular that an effective, equitable and appropriate cost- 
recovery system requires adequate knowledge of the supply and demand characteristics of the 
health services. 


Debt-for-health swaps: a source of additional finance for the health sector? Genberg H. 
1992, Geneva, 15 p. Technical paper (Doc. WHO/ICO/MESD.3, unpublished) 


At a time when restrictions on government spending place pressure on health sector 
financing, it is important to seek new potential sources of finance to maintain and improve the 
provision of health care in developing countries. Debt-for-health swaps may be one possibility. 


Debt conversion, of which debt-for-health swaps is a particular example, is increasingly 
used as part of debt management strategies of heavily indebted countries. One advantage of such 
conversion for the debtor country is that it implies a transformation of the external debt of the 
government into domestic debt, thereby resulting in less pressure to generate foreign exchange 
for debt service. 


A debt-for-health swap represents an opportunity for a foreign donor to increase the local 
currency equivalent of a donation with no extra commitment of foreign exchange. This can be 
achieved by first using foreign exchange to buy a country's external debt at a discount on the 
secondary market, and then donating this debt to the country in exchange for domestic funds. 
In the best of scenarios, the local currency proceeds can be multiplied by a factor of two or three 
compared to a regular donation of foreign exchange to the government. 


Although debt swaps do have certain advantages, it must be recognized that there are 
certain constraints associated with them. One is that they do not generate any foreign exchange 
for the recipient country, a fact that must be taken into account in the design of the health project 
financed by the swap. Another is that the domestic macroeconomic situation of the recipient 


country may react to the ‘ncreased domestic debt implied by the swap, especially the risk of 
rising inflation. This should be borne in mind when countries are approached with proposals for 


debt swaps. 


The influence of financial participation by the population on health care demand: an 
analytical tool for countries in greatest need. Carrin G, Perrot J, Sergent F. 1993, Geneva, 
96 p. Guiding principles (Doc. WHO/ICO/MESD.6, unpublished) 


Many developing countries, particularly after achieving independence, adopted the 
principle of free health care; the State was supposed to finance public health services. The level 
of financing was comparatively modest, but it was hoped that the situation would improve. In 
the mid-1970s, however, public finances shrank as a result of the world economic downturn. 
Additional resources had to be found to maintain the development of health systems since aid 
provided only a partial solution. Community financing seemed to offer a feasible option. 


In order to understand better the impact of introducing financial participation on the 
demand for health care, this paper first analyses the determinants of demand, taking into account 
the influence of both financial participation and the quality of services offered. It then evaluates 
the effects of participation on health care financing, demonstrating that the pricing of health 
services could be an efficient way for the State to implement its health policy. 


The paper is intended for people involved in decision-making and daily follow-up in the 
health sectors of countries in greatest need, especially those in sub-Saharan Africa. It encourages 
them to consider the consequences of introducing a community financing system, particularly 
to ask what additional benefit it would bring for the population's state of health. Further, it 
demonstrates that the main advantage of community financing lies not only in the mobilization 
of fresh resources for the health sector; it can also be used as a tool to guide demand, in other 
words, to change the behaviour of individuals. Prices act as a signal: they guide the individual's 
choice towards priorities set by the health authorities. Change in behaviour should therefore lead 
to both better health and a more rational use of available health resources. 


Planning and implementing health insurance in developing countries: guidelines and case 


studies. Ron A. 1993, Geneva, 151 p. Guiding principles (Doc. WHO/ICO/MESD.7, 
unpublished) 


The current concern with financing and the specific interest in health insurance is often 
the result of parallel trends: the recognition of basic health care for all citizens as a right; and the 
difficulties faced by governments in generating and maintaining resources to provide health care. 
These trends may be viewed within the context of current economic pressures. National health 
policies formulated in recent years stress equitable distribution and access to care, yet 
governments may be forced to reduce subsidies for basic goods and services and budgets for the 
provision of health and social services. So it becomes a matter of urgency to find additional 


methods to finance both the development of the health services system and the delivery of health 
care. 


Alternative sources of financing for health care delivery tend to imply increasing 
consumer involvement, through various cost-sharing mechanisms. Among these, there appears 
to be a shift towards regular prepayment, by way of a health insurance scheme. This paper 
therefore responds to the need for clarification of the basic elements, implications and 
commitments of both financing methods and the process of building up health insurance 
schemes. It covers compulsory and voluntary schemes, at national and community level, and as 
single or pluralistic systems in a country. 


Rather than discussing basic concepts or providing definitions, the paper reviews the 
potential of health insurance, analyses the planning process required to develop viable schemes, 
and provides guidelines on the preparation and implementation of such schemes. 


Towards a framework for health insurance development in Hai Phong, Viet Nam, with a 
tool to simulate cost sharing and health insurance premiums. Carrin G, Murray M, and 
Sergent F. 1993, Geneva, 64 p. Technical paper (Doc. WHO/ICO/MESD.12, unpublished) 


A recent law indicates that Viet Nam intends to embark on the nation-wide application 
of health insurance. Aside from the social reasons for its introduction, the current fragile financial 
position of the Government makes it difficult to meet the population's demand for improved 
health. Insurance, with premiums paid by individuals, would provide additional means of health 
financing. 


After reviewing recent economic developments and the situation of the health sector, the 
authors make a preliminary evaluation of one of the first health insurance pilot schemes in Viet 
Nam, the Hai Phong scheme. They observe that the scheme has not made a breakthrough: 
membership rates are stagnant, partly because of inadequate quality of care provided at the 
provincial hospital. They recommend that a plan should be drawn up to develop health 
insurance, and present a simulation model designed to assess options for sharing of health care 
costs and to analyze the level and structure of insurance premiums. This software tool should 
help in framing the health insurance development plan. 


Poverty and health in developing countries: the potential role of technical cooperation 
among developing countries (TCDC) for poverty alleviation and health development. 
Gunatileke G. 1995, Geneva, 39 p. Technical paper (Doc. WHO/ICO/MESD.16, 


unpublished) 


This paper focuses first of all on the link between poverty and health: poor health retains 
the poor in poverty, and poverty contributes to keeping them in poor health. Low income is often 
identified as the principal characteristic of poverty. However, when broadly defined as the lack 
of resources to satisfy basic human needs, poverty is recognized to be multi-dimensional in 
character, with various forms of deprivation: 


inadequate income; 
lack of education, knowledge and skills; 


poor health status and lack of access to health care; 
lack of access to safe water and sanitation, 
insufficient food and nutrition; 

lack of control over the reproductive process. 
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While most of these exist together, deprivation in any one form acts independently as a 
determinant of poverty, reinforcing the others and helping to perpetuate poverty. The situation 
is analyzed in 40 of the world’s poorest countries, and the relationships between different 
indicators of health status and poverty examined. Some critical issues in the poverty/health link 


are highlighted. 


The paper goes on to describe ways in which different countries have tackled the poverty 
and health issues, and points to important areas where there is considerable scope for sharing 
experiences and lessons learnt between these developing countries. This leads into a discussion 
of the role of Technical Cooperation among Developing Countries (TCDC), already existing 
mechanisms and successful initiatives, and further steps to be taken in developing and 
strengthening TCDC in areas related to poverty and health. 


The 40 poorest countries selected for study were based on per capita GNP, as listed in the 
World Bank’s 1993 World Development Report. They were than grouped into 4 income 
categories - the Jowest with 11 countries, ranging from US$ 80 in Mozambique to US$ 210 in 
Sierra Leone, and the highest with 10 countries, from US$ 500 (Sri Lanka) to US$ 650 
(Zimbabwe). Although these figures do not sufficiently reflect the relative purchasing power of 
currencies, they are adequate for inter-country comparison of basic patterns in the relationships 
between the poverty and health issues. 


Twenty indicators were selected to show the conditions of well-being (e.g. life expectancy 
and adult literacy), and different inputs. These latter include health-related (access to health 
services, immunization); demographic (fertility rate, population growth); nutritional (daily per 
capita calorie intake); and educational (school enrolment and especially female schooling). As 
might be expected, the major indicators (e.g. life expectancy, adult literacy and daily calorie 
supply), improve with the upward movement of per capita income, although certain irregularities 
emerge. For example, the percentage of low birth weight in South Asian countries is much 
higher than that in sub-Saharan African countries, which have much lower per capita incomes, 
life expectancy and daily calorie intake, and much higher infant and maternal mortality rates than 
the Asian countries. Nepal has a higher illiteracy than most African countries, but enjoys a 
higher life expectancy and a lower infant mortality. 


, Frequently, increased per capita income is not translated into corresponding 
Improvements in health. However, the fund of human and physical capital created seems to have 
an enduring effect, and can compensate for a lower level of service inputs. For example, when 
female education improves, it has a continuing impact on child care, household expenditure, 
children’s school enrolment and family nutrition, even during periods of economic hardship. 
This was confirmed by study of a group of countries which experienced negative rates of growth 
during the period 1980-1992. The sustaining effect of available human capital, especially high 
female literacy and decline in total fertility, appears to be independent of factors relating to 


income. The converse is also true - low levels of education and poor health reduce income- 
earning capacity and perpetuate poverty. A major part of any poverty alleviation strategy must 
thus focus on those processes which improve human capital - health, nutrition, knowledge, skills 
and literacy - both in terms of households and the community. 


Application of the WHO strategy of Health for All, based on primary health care, has 
revealed the complex nature of the interdependence between health and other development 
processes. Innovative programmes have built health into a composite entity whereby an increase 
in income earning capacity, education and skills development, water and sanitation, and 
protection of ecological resources, have been linked to health. Some Asian countries have been 
remarkable successful in achieving a combination of economic and human development. 
substantial public and private resources were devoted to developing human capital through health 
and education. Examples are the Janasaviya programme in Sri Lanka, the Grameen Bank in 
Bangladesh, and the Kupedes programme in Indonesia. There is much that other countries, at 
lower levels of well-being, could learn from the Asian experience. Several countries, such as 
Ghana, Mexico and Sri Lanka, have made special interventions to protect and improve the 
situation of the poor as part of restructuring. Another example is the development of Social 
Investment Funds in Latin American countries. Many international agencies, including WHO, 
have endeavoured to bring these experiences to the attention of other countries for incorporation 
into their national policies. But too often these are presented as prescriptions. What is needed 
is a much more intensive exchange and collective evaluation of their experiences by the 
developing countries themselves. 


In extreme poverty, in which over a billion people live, health becomes a problem for 
survival. Protecting the health of the extreme poor is an absolute pre-condition for alleviating 
their poverty. The seasonal aspect of ill health must also be taken into account in planning 
against poverty - the increased communicable disease load in the wet season, and drought 
between harvests when the food stocks are at their lowest. However, poverty is most 
successfully com¥ated when the poor have the capacity to contribute towards their own 
development. Setiing community health goals works as a unifying factor for mobilizing the 
coinmunity to collective ction. ‘his has been the underlying strength of the Basic Minimum 
Needs approach, successfully introduced in Thailand and many countries in the Middle East. 

These many successiul initiatives need to be shared freely with other countries 
confronting the problems of poverty and ill health. Large numbers of intercountry exchanges of 
ideas and techniques have been promoted as part of TCDC, especially in rural and agricultural 
development. An example is the New Delhi conference in 1991, which resulted in 400 exchange 
initiatives on crop science, animal husbandry, fisheries, horticulture, agricultural machinery, bio- 
gas technology and «ity farming. Several regional and interregional TCDC centres have been 
established to promote the sharing of information and experience between developing countries, 
especial in rural development and agricultural research. In Latin America, a number of 
intercountry initiatives are under way, and contribute to social protection and poverty alleviation 
programmes. 


Principal actors in TCDC are the international and national NGO’s, which have for many 
years been able to design and implement programmes of poverty alleviation in developing 


countries. These organizations possess a large body of local knowledge from the grass roots, and 
are well equipped to become effective partners in a wide-ranging TCDC programme. The paper 
recommends urgent action to establish TCDC activities, on a world scale, focused on poverty 


and health. This demands a series of steps: 


. Assemble all relevant information and build into a readily available resource; 
: In-depth, critical evaluation of the mass of experiences and initiatives; 
: Establish a mechanism for a systematic flow of TCDC through exchanges of 


experts, joint study missions between countries, joint training programmes, 
intercountry workshops and cross-border initiatives; 

; An inter-agency programme (such as UNDP Special Unit for TCDC) should 
facilitate contacts, information exchange, and the development of intercountry 
projects; 

‘ Build on existing TCDC activities, and on-going TCDC networks. 


The potential for TCDC is very large and, properly organized by the developing countries 
themselves, it can have a critical impact on enhancing the capacity of poor countries to alleviate 
poverty and ensure the well-being of the poor. In the area relating to the poverty-health link, 
WHO should take the initiative and play a leading role in strengthening and facilitating TCDC 
at country, regional and interregional levels. 


Exploring the health impact of economic growth, poverty reduction and public health 
expenditure. Carrin G, Politi C. 1996, Geneva, 21 p. Technical paper (Doc. 
WHO/ICO/MESD.18, unpublished) 


The majority of health policy decisions are taken at country level. This paper draws 
attention to the difficulties confronting national decision-makers because of the complexity of 
variables that affect health status. These include the level and distribution of absolute poverty; 
the effectiveness of the government’s public health expenditure (PHE) in relation to population 
needs for basic health services (often half the PHE in developing countries is for hospital services 
which are not accessible to a large part of the population); and the allocation of public and private 
resources to education, clean water and sanitation. 


Not only are the variables complex: so also are the indicators for measuring the health 
status of the population, and especially of disadvantaged groups. A very important cause of ill 
health in the least developed countries (LDCs) is poverty, which was shown via statistical 
estimation to impact on health. However, social indicators such as life expectancy, literacy and 
schooling are as useful in revealing poverty as income itself. Composite measures, such as 
UNDP?’s Human Development Indicator (which takes into account life expectancy, literacy, years 
of schooling and income), present a fairly realistic picture of health status in a country, and lend 
themselves to comparison of progress over time, as well as to comparison between countries. 


To what extent can overall economic development reduce poverty, and thus improve 
health status through a trickle-down effect on social development? The paper considers the 
relationship between GDP per capita and three health variables (life expectancy at birth, infant 


mortality and under-five mortality) in 32 LDCs and 52 other developing countries. The results 
support the argument that there is no automatic relationship between health and income growth. 
However, social and economic growth both demand a proper input from government. This is 
especially the case in LDCs where governments try to stimulate an equitable access to health and 
education services, and where they wish to finance as well as provide these services themselves 
to ensure that they reach the poor. 


Finally, the paper calls for more empirical research to clarify and develop those socio- 
economic variables which have an important impact on health policy decisions at the national 
level. The availability and intelligent use of indicators on economic activity, on poverty and 
income distribution, and on the use of public and private health expenditure, at a more micro- 
level, would help to provide a firmer basis for health policy-making. 


A community health insurance scheme in the Philippines: extension of a community-based 
project. Ron A, Kupferman A. 1996, Geneva, 30 p. Technical paper (Doc. 
WHO/ICO/MESD.19, unpublished) 


In poor rural communities, access to basic health care is often severely limited, and 
government health centres and hospitals are sparsely distributed. The introduction of user 
charges, as well as the local replacement of the government facilities by private-for-profit 
facilities, put health care beyond the reach of poor people. This is the situation, one of limited 
access to basic health care in poor rural areas in the Philippines. 


This paper describes a successful experiment in community-based health insurance, in 
association with an international non-profit NGO. Although on a small scale, the experiment 
provides some useful guidelines and lessons for application elsewhere. 


The Organization for Education Resources and Training (ORT) is a London-based NGO 
involved in training and integrated human development projects in some 40 countries. The local 
project, in La Union Province in the Philippines, is the Mother and Child Care Community- 
Based Integrated Project (MCC), with a central unit and, by 1994, 13 satellites serving 
36 communities (Barangays), and providing pre-school education and basic health and nutrition 


services. 


ICO’s proposal to add a health insurance scheme for MCC beneficiaries was approved 
by ORT, and put into effect in 1994 as the ORT Health Plus Scheme (OHPS). Target population 
groups were the families of children attending the 13 ORT day-care centres, and the general 
population of the communities in which the day-care centres were located. The total potential 
coverage during the initial 3-year stage was expected to be about 2 500 households. 


The “benefit package” included ambulatory and in-patient care, prescribed drugs and 
basic ancillary services. Dental care was excluded. Drugs were defined as within a local WHO 
Essential Drugs list. Monthly contributions were set for single persons, standard families and 
large families. These contributions were less than half what most families spent on health care, 
and avoided the need for families to seek loans to cover in-patient admission. A membership 


annex) was designed and ‘ssued to each household, listing all family members, 


card (example in 068 a 
e basic features of OHPS was distributed to the target communities. 


and a leaflet on th 


Negotiations with pharmaceutical suppliers led to very favourable prices for drugs on the 
Essential Drugs list, which were then purchased in bulk and held in the central unit and satellites. 
The availability of non-prescribed drugs at the community level turned out to be an important 


source of revenue for OHPS. 


Evaluation after 1 % years of operation revealed that the scheme could be financially 
viable with an increase in membership. The importance is stressed of seeking social protection 
mechanisms, based on community participation in financing and management, for low income 
and disadvantaged populations. However, such schemes need to take into account the specific 
characteristics of each community, and community leadership patterns, and be based on reliable 
data on health care costs, utilization patterns and morbidity, In addition, the insurance scheme 


needs to be part of a broad national economic policy, as the administrative capacity to plan, 
launch and operate a multitude of small schemes may be questionable. 


The reform of the rural cooperative medical system in the People’s Republic of China: 
initial design and interim experience. Carrin G, Ron A, Wang S C, Yang Hui, Ye Yide et 
al. 1996, Geneva, 69 p. Technical paper (Doc. WHO/ICO/MESD.20, unpublished) 


In March 1994, the Government of the P.R. of China initiated a new Rural Cooperative 
Medical System (RCMS) on a pilot basis, initially involving directly a population of between 3 
and 4 million. This paper reviews the economy and the health sector in China, and traces the 
development of the pilot RCMS, its implementation and future perspectives. 


In China, the labour force is predominantly active in the agricultural sector, although the 
urban population has grown from 19% in 1960 to an estimated 35% by the year 2000. The 
economic growth of the past decade has contributed to a significant reduction in absolute 
poverty, but the rural population is well behind the towns in terms of health status. It was 
recognized by the Government that mechanisms were required to guarantee access for all to basic 
health and social services, irrespective of the widely differing economic status of regions and 
provinces. Without such mechanisms, the welfare gap between the poor and the better-off would 
persist. 


An important feature of the economic change in China has been the decline in state- 
owned production in favour of collective an private ownership. Collective enterprises, urban and 
rural, are controlled by local governments. New ownership has also developed: private and 
foreign enterprise in 1995 constituted 12% of total enterprises. A crucial factor in the 
development of local economies has been enterprises managed by townships and village 
governments (TVE), which have created additional employment. A part of TVE revenues is 
spent on social service such as health care and education. Expansion of TVE in rural areas would 
be welcome, not only to generate income. but also to muster resources for health. 


With regard to health, China, at the end of the seventies, had a cooperative medical 
system that was in place in 95% of villages, and involved community participation and cost- 
sharing. However, in the eighties, widespread market economic reforms produced a shift from 
a communal to a household production system. The collective way of financing rural health care 
was progressively abandoned and, by 1993, only 10% of villages remained covered by a 
cooperative medical system. 


This was the situation in 1994 when the Ministry of Public Health (MOPH) and the 
Research Centre of the State Council launched the RCMS Project, with the participation of WHO 
(the Western Pacific Regional Office and ICO). The objectives were to design, implement and 
evaluate a number of health insurance schemes in several poor counties, and to enhance national 
capacity in the domain of rural health insurance. The long-term goal was to re-establish a 
functioning and sustainable RCMS in all villages. From the outset, it was recognized that 
different RCMS models would be required, and not a single “standard approach” as in the past. 
A major purpose was to reduce drastically the problems of poverty caused by disease and of 
disease caused by poverty. Financing the project was shared between the MOPH and WHO, with 
additional support through ICO from IDRC, Canada. 


By October 1995, 13 counties in 7 provinces had established model RCMS in selected 
townships. Preparatory household surveys were carried out (540 families interviewed in each 
county) to obtain baseline data. There was a wide variation in household income - families in 
the most well-off county had an income 8 times that of the poorest. Household expenditure on 
health care revealed that the poorer the county, the higher the share of income that families 
allocate to health. This illustrates the important role that RCMS schemes must play to protect 
families in poor counties from the burden of high health care costs. 


The sources of RCMS revenues are contributions from farmers, and employers/workers 
in enterprises, and from village, township and county governments. Contributions from 
households are based on a flat rate dependent on estimated income. This has given rise to some 
problems, as enterprise workers judge that farmers’ declared income is far below their real 
income, so that their capacity to pay has been underestimated. One suggested solution to provide 
a safety net for the poorest would be the co-financing of RCMS development by central and 
provincial governments. In general, reimbursement levels in the pilot scheme (benefit packages) 
need to be increased to raise the attractiveness of health insurance. 


RCMS management committees encourage registration of households by use of a 
marketing approach, with promotion via newspapers, leaflets, TV and radio announcements. The 
prime objective of RCMS is to improve access to health care among all population groups. 
RCMS is thus a “business”, with not-for-profit objectives, and accordingly modern marketing 
techniques are appropriate. Previously the level of management was the village. Today 
however, it is recognized that a minimum of population coverage is necessary for insurance to 
succeed, and management at township, and preferable at county level, has been advocated. 
Regular workshops are held where ideas can be exchanged between participating county pilot 
projects. A simulation, using an ICO computerized health insurance model, of the effects of 
adjustments in the RCMS in Qidong County, has helped to clarify the impact of different factors 
in insurance, and to provide a guide for RCMS future planning. 


SimFin: a simulation model of financial needs and government budget options for the 
functioning of the health system. Abrial M, Carrin G, Perrot J (with the collaboration of 
Abi Saleh D and Sergent F). 1996, Geneva, 131 p. Technical paper (Doc. 


WHO/ICO/MESD.21, unpublished) 


Health systems, particularly in the developing countries, are facing a difficult dilemma: 
on the one hand, populations have important needs for better health; on the other hand, the 
financial resources they can mobilize are limited. Choices have to be made all the time: 
households allocate part of their budget to health, donors have to decide what proportion of their 
fnancial contribution to assign to health, and governments have to establish their health budgets 


under severe budgetary constraints. 


SimFin is a computerized simulation model developed by ICO to assist health planners 
and decision-makers. It focuses on governments’ behaviour with regard to their budgets for 
publicly provided health services. Budgeting is seen as part of the planning process. The 
approach presupposes that the decision-makers have a relatively clear idea about health policy 
and the way they intend to implement it. They must therefore make some technical choices 
about the health services pyramid, the role of preventive and curative care, the importance of 
primary health care, the need for supervision, staff qualifications, etc. However, all these choices 
have financial repercussions. The question is: to what extent are these choices financially 
feasible? 


SimFin has two submodels to assist the planner: 


“a The financial needs for the functioning of the health system call for a “micro” 
approach. This consists of determining the financial needs related to the health 
services at different levels of the health system (health centres, hospitals at the 
district, regional and national levels), and to the administration. The financial 
needs depend, of course, on the objectives that are set for these health services 
and the administration. This particular analysis is facilitated by SimFin’s micro 
submodel, MicroF in. 


a The budgetary possibilities express the constraints on resources. These 
constraints are determined by national economic activity as well as by the 
international environment. They also depend on the choices made by the 
government with regard to the role of health in the government budget. This 
analysis of budgetary possibilities can be called a “macro” approach, and is 
facilitated by Simfin’s macro submodel, MacroFin. 


The purpose of MicroFin is to analyse the financial resources that the goverment needs 
to allocate to the functioning of publicly provided health services. At the starting point of the 
model - that is, the base year - it requires a breakdown of the expenditure the government has 
allocated to health. This breakdown is in accordance with two major functions: the production 


of services by government health structures; and the overall management and supervision of the 
system by the health administration. 


10 


The model works over a 10-year period. This reflects that things cannot change 
overnight: it takes time before decisions and objectives can be achieved. By working over a 10- 
year period, the model indicates the trend and the direction health expenditure will take in the 
future. The user will have to specify a number of objectives to be reached by the end of 10 years, 
the target-year. The model therefore implements gradual and regular change. 


For forecasting health services, MicroFin presupposes that the “health pyramid” has 
three levels: 


: Four different categories of health centre, and their operation; 
Referral hospitals, district (primary) and regional (secondary); 
* Tertiary care hospitals, specialised and teaching hospitals. 


The second set of factors relates to the health administration, again subdivided into: 
district (supervision of health centres and first referral hospitals); regional (including second 
referral hospitals); and central (in practice, the Ministry of Health). 


All of these elements, and expenditure on their staffing and operation, the equations 
required for their calculation, as well as the data needed to establish the “base year”, are defined 
and fully explained in the text. 


The purpose of MacroFin is to assist in the analysis of the government’s budgetary 
possibilities. The health sector does not operate in isolation from the rest of the economy. The 
economic plight of many developing countries, especially over the last decade, has affected the 
public sector and therefore the level of public expenditure on health. This has reminded health 
decision-makers that the health sector is linked to the national economy. Countries have realized 
that the improvements they wish to see in health are constrained by the current state of the 
economy and by its growth. 


To plan the health sector, it is essential to understand how it works as an integral part of 
the economy. This calls for a macroeconomic approach to help health decision-makers establish 
appropriate development policies, and devise health system reforms and new schemes to finance 
them. The advantages of this approach are basically twofold. In the first place, macroeconomic 
analysis shows planners the links between the global economy and the health sector. Secondly, 
it offers an overview of the resources available for health. Involvement of all the partners in the 
planning of national health activities makes for planning that takes account of the budgetary 
constraints of each partner. This approach is useful in that it allows for more realistic planning. 


As in MicroFin, the user of MacroFin is able to work on a 10-year period. An important 
feature of this submodel is that it enables users, i.e. decision-makers and their advisers, to: 


° Improve their analysis of government options with respect to health policy 
alternatives: 
ss Better assess the possible impact of macroeconomic changes on the global 


government budget, and hence on the health budget; 


> Gain a better grasp of the potential role of other economic agents, such as donors 


and the private sector. 


This submodel consists of a number of equations, on areas such as population growth, 
international transactions, prices, exchange rates, government revenue and expenditure (including 


on health), and health expenditure in the private sector. 


MacroFin, like the financial needs submodel, does not automatically calculate a “final” 
result. The model as a whole therefore calls for considerable input from the user. This, however, 
has the great advantage of enabling users to increase their capacity for analysing health financing 
issues, and formulating policy options. In this sense, users from health ministries will be better 
able to present their case to colleagues from, for example, the Finance and Planning Ministry. 


There are cases where, due to shortage of data, the user is not in a position to employ 
MicroFin effectively. In such cases, MacroFin can be directly used for predicting health 
expenditure. The user must supply growth rates for the various headings of current expenditure 
and capital expenditure in the health sector. The aim, of course, is to calculate overall 
government expenditure on health. 


In both the descriptions of MacroFin and MicroFin, the paper provides all the equations 
and detailed instructions for calculation and interpretation. The SimFin software is available 
from ICO, Geneva, for non-commercial purposes only. 


Un indice synthétique peut-il étre un guide pour Vaction ? Perrot J, Carrin G, 1996, 
Geneva. 36 p. Document technique (Doc. WHO/ICO/MESD.22, unpublished) 


Different types of indicator for health and development comparisons between countries 
are discussed. Simple statistics help to classify countries without the need for any value 
judgement (e.g. maternal mortality rate, percentage of GDP spent on health). There are two types 
of indicator commonly used in the health field. 

: Single criterion indicators 
These are the easiest as they only require information on a single factor. Some 
examples are mortality rates, expectation of life at birth, adult literacy rate. 
These, and economic indicators such as GDP per capita spent on health expressed 
in US$, are used by World Bank and other agencies to provide a general 
indication of development. 


Multiple-criterion indicators 
These composite indicators, which take into account several criteria, are 


recognized internationally. Examples are: 


i) The establishment of the list of “Least Developed Countries (LDCs)”’, based 
on a combination of four measures - income per capita, population size, “Morris’ 
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Physical Quality of Life Index” (life expectancy, infant mortality and literacy), 
and an indicator of economic diversification. 


ii) The “Human Development Index’”’, introduced by UNDP in 1990, is based on 
a combination of expectation of life at birth, the level of literacy and education, 
and the income per capita. 

Methods of calculation of these two development indicators are described in 
annexes. 


iii) A more health-specific indicator, “/ndice de Déterminants de Santé (IDS) - 
Index of Health Determinants”, is proposed by the authors. 

This is based on immunization rates in children, access to health services, the rate 
of primary schooling of girls, and availability of clean water. The calculation of 
this indicator is also explained. 


In conclusion, the paper draws attention to some potential sources of error in calculating 
these indicators. The country statistics on which they based are often unreliable, especially in 
the LDCs. However, such indicators can help to reveal situations where further in-depth study 
is called for. They also facilitate the planning of programme activities. They are useful for 
observing differences within and between countries over a period of time. But they cannot 
replace the qualitative analysis of a country situation resulting from local discussion and 
negotiation, which is a very important tool for action and evaluation. 


The development of National Health Insurance in Viet Nam. Ron A, Carrin G. 1996, 
Geneva, 34 p. Technical paper (Doc. WHO/ICO/MESD.23, unpublished) 


Viet Nam, with a population of over 70 million, presents in general favourable health 
indicators, although relatively few people in rural areas have access to safe water and adequate 
sanitation facilities. Since 1987, there has been a shift from a centrally planned to a market- 
based economy, leading to a reduction in public expenditure and allocations for health care. The 
health sector has been increasingly under pressure: public resources are insufficient to respond 
to the requirement to improve the quality of health care, especially in the poorest provinces. 


The Government recognized the need for cost-sharing with the population as a viable 
alternative, and issued a national Health Insurance Decree in August 1992. This called for 
compulsory health insurance for salaried workers in public and private sectors. Also, provision 
was made for voluntary membership of the insurance scheme from the start, in an attempt to 
improve access to health care for rural populations. The Viet Nam Health Insurance (VHI) was 
established as the operational unit within the MoH to implement both compulsory and voluntary 
health insurance throughout the country. To begin with, implementation was patchy, although 
the province of Hai Phong, which had started a pilot insurance scheme a few years earlier, rapidly 


became a model for other provinces. 


Intensified WHO Cooperation (IWC) with Viet Nam began in 1990, with health care 


financing as a major component. After the issue of the Health Insurance Decree, a MoH/WHO 
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Project on Health Insurance Development was initiated in 1993, with financial support from 
SIDA. The Project included components on. training (through a series of seminars and the 
development and practical use of a computerized simulation model on the development of health 
insurance); extension of the scheme and its adaptation to additional population groups (e.g. Hai 
Phong’s focus was on covering the very poor and the recipients of welfare allowances); studies 
on utilization and cost (collecting and analysing information on expenditure on staff salaries, 
drugs, etc. to obtain average costs per out-patient and per in-patient day); and improvement in 
management of the insurance scheme at central, provincial and district levels. 


The 1992 Decree gave eligibility for benefits to salaried workers only, and not to their 
families, although dependents could enrol in the voluntary scheme. In the early stages, there was 
insufficient information about the insurance, and a lack of motivation to join. After 1995, there 
was a rapid growth in both compulsory and voluntary health insurance (including school 
children) in all provinces. By mid-1996, about 9% of the population was covered, and the 
number of insured persons topped the 7 million - a remarkable achievement in less than four 
years. Much of the increase was due to efforts to cover specific groups, such as school children, 
of whom 2 million were covered by voluntary insurance. Hai Phong reached the highest 
population coverage, with 35% (or 550 000 persons) registered by mid-1996. 


Since its inception, the compulsory scheme included retired public sector workers, who 
at first constituted more than 50% of the compulsory insured population. This imposed a burden 
on the new scheme, as utilization and expenditure for the elderly were more than twice the 
average. By mid-1996, with the enrolment of many new workers, this proportion had fallen to 
30%, and is expected to decline further in time. However, contributions of the salaried workers 
have heavily subsidized retired workers - rather than their own dependents who could only 
inscribe in the voluntary scheme. 


The inclusion of school children in the voluntary scheme has given a major boost to the 
insurance programme, with 2 million registered by mid-1996. Fixed contributions are on a 
sliding scale, with primary school children at the bottom of the scale and university students at 
the top. 


A Decree issued at the end of 1995, and subsequent circulars, defined benefits for in- 
patient and out-patient care and community health care. VHI offices in all 53 provinces have 
negotiated formal contracts, for the provision of care to their members, with hospitals at 
provincial and district levels and with commune health centres. No inclusive essential drugs list, 
nor a list of acceptable medical procedures, have been compiled specifically for insurance 


purposes. However, the circulars clarify which expensive drugs, tests and surgical interventions 
are not covered by insurance. 


Problems include that of provider payment. With few exceptions, patients are not 
charged, and all payments have to be settled between the providers and the insurance. For 
hospital treatment, a consultation fee is added to the costs of out-patient care, and 30% of the 
total revenue of in- and out-patient care is shared as a bonus between staff. There is no incentive 
to keep the length of in-patient stay to a minimum. The average length of stay for all insured 
persons in a private hospital in Song Be province is only 7.5 days - half that registered in other 
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hospitals (14 days for workers and 16 days for retirees). There is also a tendency for over- 
prescribing of drugs, especially antibiotics and vitamins. 


All of these problems are being studied as part of the MoH/WHO Health Insurance 
project. The framework for the future development of the insurance was discussed during a 
Round Table in Hanoi in May 1996. It was agreed that the development of health insurance was, 
and would remain, a major social component of the health care policy of Viet Nam. Major 
issues, as stressed by the Minister of Health, were that: 


? Health insurance is a mechanism to improve equity in access to health care for 


all; 
. Voluntary health insurance should focus on extension to families, including the 
children, of the insured workers; 
Options for health insurance coverage of poor people should be given priority. 


Viet Nam update to end 1997* 


By the end of 1997, 13% of the population has been covered by health insurance 
(including compulsory, voluntary and school children schemes). The number of insured persons 
reached 9.5 million (7 million in mid-1996), with 3.5 million school children (2 million in mid- 
1996). Retirees constituted 28% of those covered by compulsory insurance, as against 31% in 
mid-1996 and 50% in the first two years of implementation of the scheme. 


Compliance with the registration of workers covered by compulsory insurance has 
improved in the public sector, but is still unsatisfactory in the private sector. A study in 
7 districts in Hanoi province revealed that only 13% of workers in enterprises were registered. 
There may be a trend among enterprises to engage workers on a temporary or piece-work basis, 
to avoid payment of employer contributions to the health insurance. 


This again raises the problem of the legal status of the VHI. So far, the insurance has 
been governed by decree and related circulars. This has allowed flexibility during the period 
of experimentation with different approaches to health insurance to suit local factors. However, 
the absence of legislation, and therefore sanctions to deal with non-compliance, has impaired 
the strength of the system. 


: “The development of national health insurance in Viet Nam”, Ron A, Carrin G, Tran Van 
Tien, 1998. Forthcoming in the ILO “International Social Security Review”. 


The contractual approach: new partnerships for health in developing countries. 
Perrot J, Carrin G, Sergent F. 1997, Geneva, 63 p. Technical paper (Doc. 


WHO/ICO/MESD.24, unpublished) 


Many developing countries are moving towards including the non-government sector 
(private-for-profit and non-profit organizations) in the health system, partly because of 
inadequate public financing, but also because of the inability of the State to provide access for 
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all to effective primary health care. However, government and non-government ae pe 
side by side with little regulation, and the full potential of the sector 1s not being realized. ” 
purpose of this paper is to propose ways in which contractual arrangements between pub ic 
authorities and potential contractors can be placed on a sound footing. By using contracting as 
a strategic tool, health resources, whether from the public purse or from other sources, can be 


reallocated and used for public health objectives, and for population groups 1n greatest need. 


In many countries, the State is a major owner of substantial infrastructure (e.g. health 
centres and hospitals), and is still an important producer of health services. The rationale for this 
‘s the concern for nation-wide equity, and access for all to health care. In practice, however, the 
performance of the State leaves a lot to be desired. Its resources are allocated in an unsatisfactory 
manner, with too much spent on curative services to the detriment of public health and preventive 
services, or on central hospitals rather than on primary health care. This is partly due to political 
decisions which favour certain groups (such as urban inhabitants) at the expense of poor rural 


populations. 


Inefficiency in allocation is compounded by inefficiency in operation. The cumbersome 
administrative procedures of public structures lead to additional costs. Staffing is not adjusted 
to real needs: moreover staff are very poorly and irregularly paid. The consequent lack of 
motivation impairs efficacy, and may even result in the absence of proper services for patients. 


In such a situation, developing working relationships with the non-government sector has 
been presented as a possible solution. Although it can be a valuable ally, it is in no way a 
panacea. Should it be seen from a narrow viewpoint, consisting simply of the sale of public 
health structures to private investors, or from a broader viewpoint in which non-government 
actors are invited to participate with the State in the organization and production of health 
services? 


The problem for the health sector is not a choice between government and non- 
government (private) as a means for attaining the obj ectives of the health policy. It is rather how 
to integrate both within an overall vision of an effective health system. Contracting should be 
regarded as a tool to facilitate the optimal contribution of both sectors. 


There is today a great diversity of actors in the health sector. Apart from the State, there 
are private-for-profit systems (e.g. clinics, private physicians and pharmacists); not-for-profit 
NGOs, especially religious bodies, directly involved in implementing health services; 
communities, with the introduction of participation of the public in cost-sharing; independent 
health financing bodies (e.g. social security agencies, mutual associations, private insurances); 


and businesses, which are often obliged by law to look after the health of their employees, and 
sometimes their families also. 


A contract is defined as a relationship of mutual obligation where two or more parties 
come to an agreement. It is thus an instrument that allows multiple relations among all the actors 
in the health sector to be formalized. The simplest form of contract is one in which, once signed, 
the provider of services is the only party responsible for implementation. The co-contractor has 
a passive role, restricted to checking that the terms of the agreement are complied with. An 


16 


example is a contract with a private company to carry out catering, laundry and refuse disposal 
for a hospital. 


However, the implementation of health services is no longer a matter for a single body. 
This paper describes a number of scenarios which bring several agents into play. Examples 
include variations on public service concessions, leasing and plan contracts. The contractual 
agreement means that the authorities and one or more independent legal entities under private 
law have freely negotiated the ways of implementing health services. They vary between 
“Independence “ contracts, where the authorities do not intervene in the operation, and various 
forms of “Co-management”, in which both parties have considerable, but clearly defined, roles 
to play. 


There is a section on the drafting of contracts, both those that are put out to tender and 
those that are directly negotiated. The role and responsibilities of the community, as represented 
by a legal entity (e.g. a village association, an urban district committee), are discussed. It is 
recognized that the legal aspects of contracts, and especially of complex ones between several 
partners - their negotiation, preparation of legal contracts, monitoring and evaluation - require 
skills that health authorities in developing countries usually do not possess. This is even more 
the case at decentralized levels of administration. 


However, the complexity of the approach should not be used as an argument against it. 
If development partners, such as WHO, are convinced that contracting is an approach to be 
considered, they must help the countries that choose it to build their management capacity. The 
emphasis must be placed on training that develops skills in management, marketing, commercial 
law and negotiation techniques. If well managed, this approach could renew collaboration, in 
the true sense of the word, between developing countries and their partners in development. 


Examples are given of the potential for contracting in two countries, Nepal and 
Madagascar. In the latter case, a project supported by GTZ provides a framework which will 
serve as a reference for countries wishing to develop the contractual approach. 


In an ICO-sponsored meeting in Geneva in February 1998, more than 80 participants 
from developing countries, scientific institutions, development agencies and NGOs, reviewed 
the potential of the contractual approach as a policy tool. ICO is preparing to support a team to 
put the approach into practice in certain IWC countries in 1998. 


Méthode d’analyse de Vaide extérieure a la sante : Vexemple du Tchad. Kadai A, 
Rasera J-B. 1998, Geneva, 58 p. Document pays (Doc. WHO/ICO/MESD. 25, 


unpublished) 


Health systems in developing countries, and especially in sub-Saharan Africa, are heavily 
financed by external funds. Aid is received from many different agencies and organizations, each 
with its own objectives and budgetary system. The need to maintain a periodical analytic record 
of external aid received was recognized by the Government of Chad where, for the past ten years, 
three quarters of public expenditure in the health sector has been covered through external 
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contributions. In 1995, WHO and UNDP agreed to support the Government in creating a 
compilation of information on external funding, in collaboration with all the health sector's 


development partners. 


In the Chad, there is a tendency for external partners to feel they must be independent in 
action to ensure their effectiveness. This is equally true of small NGOs who assume complete 
charge of one or two health centres, and of major funding agencies concentrating on a number 
of prefectures where, by negotiation with the Government, they control the whole of the health 
system. Fortunately, an interest in central planning is strengthened by sectoral investment 
programmes of the World Bank, and Round Tables initiated by UNDP, in both of which WHO 
participates actively. The Round Table process aims to help countries to coordinate and manage 
external aid, and to prevent overlap and unnecessary investment. It is a cyclic process, each new 
cycle drawing on previous experience. It is therefore logical that a detailed annual record of 
effective expenditure financed from external resources, should be systematically collected, 
analysed and made available as a basis for the next cycle. 


Such a report is essentially retrospective. However, its analysis can demonstrate the 
relationship to the needs of the National Health Development Plan (PNDS). Ideally, external 
finance should feed directly into a unique, consolidated health budget. This is in line with the 
programme approach of UNDP and the sectoral investment approach of the World Bank. 
However, this ideal will take time to realize. Meanwhile, the annual retrospective analysis helps 
the health authorities to control success in implementing the PNDS, and to observe the relevance 
and effectiveness of external aid. The value of these annual reports will grow, over a longer 
period, in assessing progress through a series of annotated yearly statistical records. 


The first exercise, described in this paper, was carried out in 1997 in relation to activities 
in 1996. It was conducted by the local authorities as a follow-up to the previous Round Table, 
managed by WHO and financed by UNDP, with the agreement of all external partners in the 
health sector. A detailed questionnaire was devised and sent to all partners, and completed, often 
with the help of the WHO/ICO team. A draft analytical document, with tables, was presented 
to all the partners (internal as well as external) in a seminar in N’Djamena in June 1997. As in 
most sub-Saharan countries, the Ministry of Planning and Cooperation provides the main link 
with external partners. This ministry was associated from the outset with the development of this 
analytical record, and helped to avoid overlap and redundancies in the data. Shortly, after the 
seminar, the document was finalized, produced and distributed. 


This paper explains the content of the questionnaire, and provides a number of 
definitions. For example, recurrent expenditures are those whose renewal is essential for 
maintaining the quality and quantity of the health system. Non-recurrent expenditures are those, 
failure to renew which will not require any modification in the system. Also, the initial or basic 
training of health staff is considered an investment, while continuing education is seen as an 


operational expenditure. The questionnaire also looks at the geographical distribution of external 
aid. 


The collection of data on a given year cannot realistically begin before March of the 
following year. The external partners need time to establish their accounting. The collection 
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takes about a couple of months, so that the analysis and publication of the document cannot be 
before the middle of the year. It is emphasized however that its publication should not be 
delayed, as it will reduce it usefulness in planning the next cycle. The format chosen for the 
Chad document is intermediate between a report and a statistical analysis. Tables are presented 
on one page with a detailed commentary on the opposite page. Once selected, the format should 
be retained from one year to the next to facilitate comparison. 


The final section of the paper reproduces the questionnaire, as well as the first analytical 
report, “External aid to health 1996," published by UNDP and WHO in N’Djamena, June 1997. 
It is hoped that this model will stimulate its introduction and adaptation in other countries in sub- 
Saharan Africa. 


Health and poverty in the context of country development strategy: a case study on 
Bangladesh. Sen B. 1997, Geneva, 25 p. Country paper (Doc. WHO/ICO/MESD. 26, 
unpublished) 


The Government of Bangladesh, one of the world’s poorest countries, has addressed the 
alleviation of poverty through a three-pronged approach: the development of physical 
infrastructures (e.g. roads and irrigation); direct interventions through increased social sector 
allocations; and the creation of public safety net schemes, usually implemented by NGOs. 
However, little actual progress has been made in terms of reduction of absolute poverty and the 
health status of the poor. Curative health care for the poor in both urban and rural areas is highly 
unsatisfactory, both in terms of quality and quantity. The access of the rural population to public 
health care is restricted to about 12% of rural households. There is an almost complete absence 
of urban infrastructure to provide a basis for reaching poor families. This paper postulates that 
improved health care should be an integral part of the national poverty alleviation strategy, as 
inadequate attention to health concerns has had adverse poverty implications both in the short 
and the long-term. 


About 90% of the poor live in the rural areas. In 1994, half of the total rural population 
lived in “absolute poverty”, 44% of which fell into the category of “hard core” poor. This 
differentiation within the poor population (the poor and the poorest) is based on different 
measures: the income bracket (the accepted “absolute poverty line” was taka 4,790 per person 
per year, and that of the hard core poor, about 44% of the total poor, who had incomes some 40% 
less, or taka 2,875); the direct calorie intake (the hard core daily intake corresponded to only 
1600 calories per person, and 38% of the total rural poor came into this alarming category); the 
housing indicator (most of the hard core poor lived in “jhupris”, extremely fragile single 
structure houses); access to minimum clothing (the majority of the hard core poor owned only 
one set of clothing); and possession of land (53% of hard core poor lived in households with no 


cultivated land). 


There is a significant gap between the poor and the poorest in Bangladesh, irrespective 
of the criteria selected for measuring the degree of poverty; and in designing health interventions, 
particular emphasis needs to be placed on reaching the hard core poor. The following 


generalities are helpful in recognizing this group: 
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* the hard core poor own little or no land; 


: they comprise illiterates who earn their livelihood mainly as agricultural wage 
labour; . 

. they live in extremely fragile structures (jhupri); 

* a large proportion are female-headed or female-managed households. They thus 


experience, as well as severe income poverty, the additional vulnerability of 
women (on average 88% of the nutritional intake of men, and only 46% of male 


wage rate). 


Poverty is associated with ‘ncreased incidence of sickness and diseases. The greater 
vulnerability of the hard core poor is associated with a higher incidence of repeated and major 
ilIness. As their only income-generating asset is their labour power, this emphasizes the 
importance of maintaining health in order not to sink deeper into poverty. Not only are they 
more prone to sickness - but the average quality of health care accessed by them is considerably 
worse than that experienced by the non-poor. In the rural areas, access to public health care is 
as low as 12%. The situation of the urban poor is even more precarious, as health infrastructure 
and referral system in the towns is virtually non-existent. This results in a tremendous load on 
hospital out-patient facilities. The situation has deteriorated in both urban and rural areas since 
the abolition of the intermediate tier of health service personnel, the paramedics, who were able 
to reach out to the poor. 


This lack of adequate health care places even non-poor households at great risk of 
slippage into the downward spiral of poverty. Poor households are extremely vulnerable to 
unanticipated health-related shocks, leading to loss of income and employment, and increased 
‘ndebtedness associated with coping costs. Poor health reduces their growth capacity and may 
lead to permanent poverty from which there is no escape. 


The paper’s concluding section discusses broad policy implications. The government 
focus on income and growth-promoting schemes does not take into account the threat of income 
erosion facing poor households. While access to credit helps the poor to generate additional 
income, the overall effect is often nearly wiped out by the lack of adequate insurance against 
health-related risks. In spite of the proliferation of micro-credit schemes, their net impact on 
poverty reduction has been marginal. What is required is a mix of income-generation and risks- 
insurance policies, including health and education, targeted specifically to the poor. 


Attention is drawn to the failure of “development” programmes to take account of health 
implications. Examples are the highly inadequate provision for the safety of industrial workers, 
and the expansion of primary education with little or no school-based health care. The ready 
made garment sector, which employs 600 000 women workers and earns more than 65% of the 
country’s exports, has no direct health care policy. Health awareness needs to be built into 
primary and secondary school curricula, and reinforced through the mass media. The abolition 
of the paramedics has had a far-reaching adverse consequence for the health care of the poor. 
The involvement of NGOs in curative health care is still in its infancy, and local government 
plays almost no part in this vital area of public life. How to re-orient public agencies, NGOs and 
local communities to address the health care of the poor is a question for which no definite 
institutional solution is available, but for which there is an urgent need. 
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Development of a methodology for identifying the poorest and most vulnerable people at 
local level. Sen B, Sharifa B. 1998, Geneva, 38 p. Technical paper (Doc. 
WHO/ICO/MESD.27, unpublished) 


Two questions are posed by this paper. Should the “poorest”, the hard core poor, have 
priority in poverty reduction programmes? How can this especially vulnerable group be 
identified? 


The investigation takes place in Bangladesh, one of the world’s poorest countries, in 
which the level of poverty seems to have remained constant over the years. In 1910, J.C. Jack 
estimated that 51% of the rural population of Eastern Bengal (later Bangladesh) lived in absolute 
poverty - the figure in 1994 was 52%. Similarly, Jack’s estimate of the proportion living in 
“extreme poverty” - indigent was his description - was 22.3% as against 22.5% in 1994. 


A sharp division exists among the poor - by age, sex, ethnicity, region, occupation, 
shelter, education, health, and even clothing. This distinction between the poor and the poorest, 
which has long been a policy concern, has been discussed in a previous paper in this series, 
WHO/ICO/MESD.26. The burden of numbers that live in extreme poverty, from which they 
have little or no chance to escape, is much too large to ignore. Local large-scale credit schemes, 
like the Grameen Bank, cater for the moderate poor and non-poor, and tend to exclude the hard 
core households. The consensus of opinion in Bangladesh is that “development” must begin with 
the poorest. This paper proposes a fairly reliable methodology to recognize and identify for 
action this vulnerable group. 


The aim of targeting is to identify groups with a high probability of being in extreme 
poverty. Cost-effectiveness is an important feature of group targeting, as steering benefits 
towards individuals would require prohibitively costly surveys. Indicators need to be sensitive 
in identifying a target group, but also effective in revealing the maximum numbers of the group. 


Many indicators are expressive of extreme poverty, but can demonstrate only a small part 
of it. These include possession of minimum clothes, and access to safe water and sanitation 
facilities. These certainly show up the very poor, but also the moderate and even the non-poor. 
Other indicators may be limited in coverage, but describe additional dimensions of vulnerability, 
such as gender, caste and ethnicity. For example, female-headed households display much 
higher incidence of extreme poverty compared with their male-headed counterparts. However, 
only 5% of households in rural areas come into this category, so as an indicator it has limited 
application. Yet other indicators are relevant as determinants of poverty, but are less sensitive 
in revealing extreme poverty. These include literacy and land tenure. While both feature 
commonly in hard core poverty, they are equally common in moderate poverty also, so can be 
discarded as reliable indicators of the poorest. 


Three indicators stand out prominently in their ability to target the extreme poor. These 
are land, housing and occupation. Targeting the “functionally landless” households (owning up 
to 0.5 acre) has long been established as a tradition, especially in the context of micro-credit. 
This category includes 71% of the rural households in extreme poverty. But 57% of moderate 
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poor families belong also in the functionally landless, and even some non-poor households as 


well. In short, land alone will not suffice for the purpose of targeting. 


Housing is another indicator which is strongly expressive of extreme poverty. The lowest 
two categories of housing (the jhupri and the one-room thatch, both very flimsy structures) 
account for 44% of extreme poor households. Here again, although a good indicator, it is not 
without problems, as more than 30% of extreme poor live in better quality houses. 


The third indicator is occupation. The incidence of extreme poverty is highest in 
agricultural wage labour, and 47% of these labourers fall into the extreme poor category. The 
group of agricultural labourers displays the highest probability of being in poverty. 


Since none of these 3 indicators is sufficient by itself in pin-pointing hard core poverty 
among the rural population, a combination of the three is much more effective. For example, 
75% of agricultural labourers living in jhupri type houses are in extreme poverty, and an even 
higher proportion if land ownership is also taken into account. 


The paper stresses the importance of the region: for example, incidence of extreme 
poverty is 25% in an under-developed area, compared to 18% in a developed area (e.g. with 
roads and electricity). The first step therefore in mapping out the distribution of extreme poverty 
is to prioritize the poorest areas, and then apply the 3 household level indicators. Information 
can be gained from the World Food Programme, which has developed a “distress zone map” in 
implementing food-assisted programmes in the country. 


The issue of urban poverty has not been so fully studied. There are however some 
general indicators. The incidence of extreme poverty is much higher in slums and squatters 
(45%) as against 7% in non-slum areas. The manual day labourer has the highest incidence of 
extreme poverty (32%) in the towns - the equivalent of the agricultural labourer in the rural areas. 


Identification of the extreme poor is an important health policy objective if it can be 
shown that it is the poorest who suffer most from ill health. The direct relation between extreme 
poverty and illness is clearly demonstrated in morbidity studies, in which the 3 categories 
proposed as indicators are associated with the highest rate of illness (e.g. agricultural labourers 
18% against 12% for other groups; jhupri dwellers 32% against 11-15% in other housing 
categories; and 15% among the functionally landless against 11% in their more land-rich 
neighbours). 


In the absence of an effective local government infrastructure, reliance in reaching the 
extreme poor can be increased by collaboration with NGOs, and with programmes which are 
specifically targeted towards the needs of the poorest. Two of these, Food-for-Works (FF W) and 
Vulnerable Group Development (VGD), are particularly active in Bangladesh. The VGD 
beneficiaries are the most disadvantaged in terms of poverty ranking - in fact 92% of their clients 
are in the extreme poor category. Somewhere between 5 and 10% of rural households country- 
wide, a very considerable figure, fall within the ambit of these two programmes and, in spite of 


some deficiencies, their system of monitoring provides an important buffer to the very poor in 
times of severe economic stress. 
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The paper concludes that the use of the three indicators will help to recognize the extreme 
poor, when planning a health programme to target this category. However, a mechanism of 
information exchange between health workers and planners and the two programmes, FF W and 
VGD, would provide a convenient entry point for “pro-poor” intervention in the rural areas, and 
the health programme can build out from there. This will be easier to implement than complex 
intersectoral coordination to identify the poorest and then cater for their health needs, especially 
as there is little or no local authority infrastructure support. 


Poverty and health: who lives, who dies, who cares. Skéld M. 1998, Geneva, 43 p. Policy 
paper (Doc. WHO/ICO/MESD.28, unpublished) 


Good health is a prerequisite for human development, and the main threat to human 
development today is poverty. A quarter of the world’s population is still affected by severe 
poverty, and the gaps between rich and poor are widening. There is growing evidence that 
health-related risk events may well be the first step towards permanent poverty. 


Health for All, based on a comprehensive approach to health development through 
primary health care has given way to a health care model based on a market approach. Emphasis 
has been concentrated on managing the consequences of poverty rather than on addressing the 
complex processes that perpetuate poverty and ill health. Poverty eradication can only be 
achieved if the health sector is willing to break out of its isolation and collaborate with other 
sectors and groups in society, and to promote the integration of health objectives into the policies 
and actions of all sectors. 


The aim of this paper is to contribute to the discussion of poverty and health, to consider 
the role of the health sector in poverty eradication, and to suggest a framework for action. 


Poverty worldwide is associated with poor health, and is the greatest single cause of ill 
health and disease today. Doing something positive about it will therefore have implications for 
the health of individuals and nations. There is at present no universal concept of “poverty”. One 
widely accepted definition is “a lack of physical necessities, assets and income - associated with 
other forms of deprivation (e.g. physical weakness, isolation, vulnerability and powerlessness) 
with which it interacts.”. 


Recognizing and measuring poverty is a complex process, as there are so many aspects 
(e.g. lack of security, threats to sustainability) which cannot be measured. To take into account 
the different dimensions of poverty, UNDP developed the Human Poverty Index (HPI), which 
includes life expectation, extent of literacy, and standard of living (access to health services and 
safe water, and nutrition of children under five). HPI provides a measure of poverty in a country, 
but cannot be used to analyse the degree of poverty in a specific population group. Such analysis 
must take account of the micro level (deprivation as experienced by the poor people themselves), 
the intermediate level (identification of the most vulnerable groups), and the macro level 
(economic and political perspective at the national and international levels). 
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Factors at each of these three levels are discussed. At the micro level, deprivation as 
experienced by poor people is bound to reflect diversity. These many dimensions (such as social 
inferiority, isolation, powerlessness and humiliation) must be understood to recognize the effect 


of poverty on people’s behaviour, choices and priorities. At this level, the difference between 


absolute and relative poverty is of importance, especially in the industrialized countries, but has 


been little studied in the developing countries. The importance of the emotional aspects of 
poverty cannot be over-emphasized. The overwhelming majority of poor people in West Bengal 
valued self-respect higher than other needs such as nutrition. Recognition of the human feelings 
of the poor must be an essential component in planning poverty eradication programmes. 


Significant differentiation exists within the poor community, and analysis at the intermediate 
level helps to distinguish the moderate poor from the absolute poor, and to assess the size of the 


groups. — 


At the macro level, the process of globalization is increasing economic and social 
interdependence between countries. The place of national economies within the international 
economy will influence the extent of poverty in countries, and the extent to which they are able 
to develop social and health policies to address it. Globalization has led to increasing reliance 
on free market economy. While the process may bring opportunities and possibilities of 
economic growth and poverty reduction to some regions, large sections of the world’s population 
have been excluded, and they are currently suffering deterioration, both in relative and absolute 
terms, and the number of extreme poor is increasing. Women represent 70% of the world’s poor, 
and they have less education, longer working hours and lower wages than men. Child poverty 
has increased since the 80s, and children represent the largest age group in poverty. 


The poor, especially women, are disproportionately represented among the victims of 
conflict, and millions of people are forced to live on the brink of survival, either displaced within 
their own countries or as refugees. About half of the poorest people live on marginal or fragile 
land. Degradation of the environment increases health risks and hinders sustainable 
development. Health services seldom reach remote areas, and low agricultural production and 
consequent rural poverty leads to migration to the cities, where the poor live in sub-standard, 
over-crowded and insanitary housing. One way of coping with the stress and insecurity of 
poverty is to have many children to participate in household responsibilities. But rapid 
population growth weakens the potential for savings, reduces resources for health and education, 
and puts an added burden on women. 


There have been many changes in the health sector as a result of global developments. 
The introduction of structural adjustment in the early 80s to decrease State spending and stabilize 
the economy had a dramatic impact on the health sector, as a result of reduced public spending. 
Health care reforms involved cost sharing through the introduction of user fees and 
decentralization. User fees have a tendency to reinforce existing inequalities in access to health 
services unless exemption policies are in place to protect the poor. But exemption policies are 
very difficult to implement, and are often humiliating. In both Nigeria and Zimbabwe, the 
introduction of user fees meant that the poor were no longer able to afford the costs. The adverse 
effects on attendance at clinics and for antenatal care, and on the health status of the poorest, led 
to the abandonment of the cost-recovery programmes in both countries. Decentralization was 
seen as a way to improve equity in health, raise responsiveness to health needs, and improve 
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access of the poor to public health services. However, in practice, it often increased health 
inequities, as the central level did not establish the means of ensuring equitable distribution of 
resources at the periphery. The case of China was quoted as an example. 


There is a section on the influence of poverty and ill health on the household and the 
coping strategies of poor people. Household labour is the most important asset for subsistence, 
and there is a high price to pay for physical disability. Economic assets include land, housing, 
livestock and financial capital. Unexpected health problems lead to a loss of income and earning 
capacity, and the poor are obliged to sell their assets, or borrow money, which leaves them more 
vulnerable, and moves them further down the poverty spiral. The health of the breadwinner is 
critical to the survival of the household. When chronic illness or disability afflicts a family, 
attempts to increase the household income will be made by entering the women and children into 
the labour force. There are only limited options open to poor, uneducated women and, in their 
struggle to survive, the women and children are exposed to high health risks, infection and 
violence. 


A further problem relates to the death of a male family member. In many countries, a 
widow does not inherit from her husband, and her property can be seized by the family of the 
deceased, leaving her extremely vulnerable. Women suffer from lack of time, and when there 
is a chronically sick earner, the long waiting times spent in visits to health centres and hospitals 
prevent them from earning income. For example, in Céte d’Ivoire, Nigeria and Uganda, up to 
8 hours is needed for travel to, and waiting in, clinics. This is particularly precarious for women 
who are heads of households. The extended family, which can be drawn on in times of stress, 
is threatened in conflicts, or due to AIDS which drastically reduces the adult population. The 
traditional social networks do not function in urban slums. Protecting and strengthening the 
assets of the poor is one of the key factors for the success of poverty eradication. 


What is the role of the health sector in reducing poverty? Some of the most effective 
antipoverty strategies have been undertaken outside the health sector. These include: land 
reform, aiming at a more equitable distribution of land; credit schemes, such as the Grameen 
Bank in Bangladesh, which however often does not reach the poorest, who are hesitant to become 
indebted; investing in the education of women and girls which is a positive factor in pulling 
households up out of poverty; targeting the poor, by food subsidies and supplementary feeding 
programmes, but these do not always reach the poorest, and in any case are only palliative and 
do not impact on the underlying causes of poverty; and the participatory approach, with 
partnerships with NGOs, involving the poor themselves in all aspects of poverty reduction. 


There is a need for health professionals, health services and policy-makers to make a 
greater contribution. In no other sector is there such an organized network of people directly 
involved with the poor, and its potential in poverty eradication is currently insufficiently 
exploited. There is thus an urgent need for the health sector to respond. Equity in health means 
providing universal access by the poor to good quality health care to all, without regard to 


financial barriers. 


The paper discusses a series of ways in which the health sector can and must become 
involved in poverty eradication. These include the following: 
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3 developing methods of health care financing that empower the community, at the 
same time protecting the most disadvantaged; 8 | 

ensuring that health services are made available to women to equip them with the 
necessary tools to reduce health risks; 

. protecting the health of wage earners, and providing outreach to vulnerable 
households; 

R adapting services to the needs of the poor, bringing the service to the people, and 
cutting unnecessary time spent on waiting; 

¥ collaborating with local, traditional practitioners and village health committees; 

developing community-based health care programmes which are locally relevant 
and involve community participation; 

¥ retraining health professionals so that they understand the development process 
and the link between poverty and ill health; 

: improving the specificity of data collection so that disaggregated data can reveal 
disparities and vulnerable groups; 

: collaborating with other sectors, and establishing partnerships between 
government, NGOs, professionals and the civil society - including of course the 
community; 

* strengthening ministries of health to assume their leadership role in health, and 
to place health high on the political agenda, and integrated into development 
programmes; 

. advocating mobilization of health professionals in the fight against poverty. At 


the international level, ICO’s sponsored series of meetings of health 
professionals, NGOs and the business community have created worldwide 
awareness of the vicious cycle of poverty and ill health. 


In conclusion, most studies on poverty have been focused on the poor. More should be 
done to involve the non-poor if change is to be sustainable. The task today is to tackle the 
underlying causes of poverty and not just its manifestations. A simplified framework for action 
has been presented, linking a number of reasons for action (e.g. intersectoral collaboration, 
protecting the assets of the poor, ensuring acceptability and relevance of health services) to the 


implications of each in terms of action at country and international levels. 


Poverty eradication is not just about lack of resources. It is about awareness and a will 
to act, in a partnership between politicians, the public and private sectors, and the community - 
including of course the poorest, who have the biggest stake in success. 


Poverty and health: aligning sectoral programmes with national policies. Lipson D J. 
1998, Geneva, 35 p. Policy paper (Doc. WHO/ICO/MESD.29, unpublished) 


The purpose of this paper is to stimulate national policy-makers to consider the value of 
intersectoral action for poverty reduction as a strategy which can reduce demands on the limited 
resources of the health system by improving the health of the poor. It stresses the need to 
understand the characteristics of the poor and the major causes of poverty in order to recognize 
the potential contribution of various sectors towards its alleviation. It discusses methods of 
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identifying the major determinants of health among the poor, and ways to reveal common risk 
factors, and the effects of different sectors’ development policies on the health status of the poor. 
All affected stakeholders, including the poor themselves, should be involved in choosing the 
criteria to decide which sectors deserve highest priority for intervention. 


Examples of intersectoral programmes are described in five key areas; community 
economic development; agriculture and food policy; education; macroeconomic policy; and 
environmental and infrastructure projects for safer water and sanitation. These programmes 
demonstrate how intersectoral efforts have reduced poverty and/or improved the health of the 
poor in developing countries. The paper also discusses the biggest challenge to intersectoral 
action: how to get the process started and keep it going. A final point - for this process to be 
effective, the Ministry of Health must have the technical capacity to influence and advise other 
sectors about modifications to their programmes that would more effectively improve health and 
reduce poverty. 


The contribution of health services to the improvement of health status is relatively 
modest compared to that of other factors. The key determinants of health are: higher income; 
higher level of education, especially among women; better nutrition; access to safe water and 
sanitation; and safe and adequate housing. Thus, to improve the health of the poor demands a 
broad array of strategies, many of which do not involve direct provision of health care services. 


Though the need for intersectoral action for health has long been promoted, it has not 
been widely implemented. Other sectors do not appreciate the impact of their action on health. 
But much of the blame rests on those in the health care system. Health professionals do not have 
sufficient information or interest about the impact of other sectors’ programmes on the health of 
their populations. Since poverty is a major contributor to disease and death, working with other 
sectors to reduce poverty should help to lower the prevalence of illness among the poor, thus 
easing the burden on the health care system. 


WHO’s renewed Health for All policy stresses that, for health to be improved, it should 
be placed central to development. This will include working with other sectors in combatting 
poverty. National health policy-makers need guidance in setting priorities among other sectors, 
with which to work in reducing poverty, and consequently to optimize the uses of limited health 
sector resources in improving health. 


To determine which strategies for poverty reduction are most appropriate for each 
country, it is important to understand the local characteristics of the poor, and the impact on them 
of various systems - economic, political, cultural, social, etc. Perhaps the most profitable 
sources of information on the nature and causes of poverty come from NGOs, which have direct 
contact with poor communities and individuals. Informal interviews with poor people are 
especially helpful, as they provide important insights into how they cope with the effects of ill 
health. In Pakistan, typical characteristics of poor households were those that had a lack of adult 
men or too many dependents, those with sick or disabled adults incapable of earning, and those 
with debt bondage to employers or money lenders. Powerlessness and insecurity were 
recognized as common and disabling factors. In Lesotho, on the other hand, alcohol abuse was 
placed higher than unemployment, drought or disability as the most common cause of poverty. 
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Poverty assessments have become a regular component of the World Bank's process for 
developing country assistance strategies. In a group of 12 African countries in the early 1990s, 
84% of the poor lived in rural areas, and most were smallholders. Thus efforts to promote 
crowth in agriculture, and to ensure that smallholders can produce enough food for their families, 
are most important strategies for these countries. In Bangladesh, the hard core poor had much 
higher morbidity than the moderate and non-poor. As those in extreme poverty have only their 
labour to generate income, protecting the health of the heads of households was seen as a critical 
strategy. Assessment in Sri Lanka revealed a greatly increased incidence in malaria as an 
important disease burden. As 90% of the global burden of malaria is attributable to 
environmental! factors, industrial development, agricultural policies or other environmental 
projects that facilitate the increase of malaria are appropriate targets for intersectoral action. 


To understand what contributes to persistent poverty, it is essential to identify the major 
determinants of health or illness among the poor. One can then appreciate which interventions 
outside on the health care system can impact on these determinants, and thus decide on 
opportunities for ‘ntersectoral action. However, even when data are available, they often fail to 
distinguish the health status of different socio-economic groups. In order to get over this 
problem, when data are scarce or unreliable, five techniques are suggested to help identify ina 
country the underlying health determinants among the poor, and the impact of other sectors’ 
development policies. These are: 


grouping of causes of death into common risk factors; 

analysis of key health and socio-economic indicators; 

mapping of health disparities in the poorest regions of a country; 
attributing the disease burden to risk factors associated with poverty; 
health impact assessments of development projects. 
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These methods are discussed fully in the paper, so the following is a only brief resume. 


The poor rarely die from a single cause of death, as poverty and, malnutrition contribute 
to many diseases. It may thus be better to group mortality in broad categories that relate to 
underlying risks rather than disease categories. This first approach can promote an intersectoral 
view of risk reduction. Thus programmes to address underlying contributors to poverty, such 
as education, will concentrate on preventing the spread of communicable diseases in poor 
communities, and make it easier for parents to bring their children to be vaccinated. Improving 
child survival would point to interventions in the education, agriculture and food security, and 
environmental and public works sectors. 


A second approach is to look for irregularities in the upward movement of key indicators 
(e.g. health status, education, income). Those indicators that lag behind in comparison with other 
similar countries, provide the trigger for interventions. For countries with high mortality, high 
fertility and low female literacy, the most important interventions might be enrolment of girls and 
women in education, improved accessibility to reproductive health services and information, and 
more equal distribution of income-earning assets (e.g. land, credit). 
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As many countries do not have data on health status disaggregated by income or other 
indicators of poverty, a third approach analyses differences across regions within a country to 
provide clues to key health problems affecting the poor. For example, in South Africa, analysis 
of data at the provincial level showed higher mortalities and lower life expectancies in the poor 
provinces, where there was a high percentage of deaths due to infectious and parasitic illness. 
In Brazil, age-adjusted death rates were 3 times higher than the average in disadvantaged urban 
areas, especially from infectious disease in children. 


A fourth approach applies the World Bank method of disability-adjusted life years 
(DALYs), which combines morbidity and mortality into one indicator, referred to as the disease 
burden. This type of analysis, although it has its limitations, can reveal a very different pattern 
of illness than mortality alone. In developing countries as a whole, the greatest share of disease 
burden is due to inadequate water and sanitation, and malnutrition. However, the profile will 
differ in each country. In South Africa for instance, the burden of disease, in order of 
importance, was accidents, poisoning and violence, perinatal conditions and infectious disease. 
The underlying causes of this, to be targeted, are poverty, unemployment, overcrowded, 
unsatisfactory housing, and inadequate access to primary health care. In many countries, 
calculation of DALYs is difficult due to the absence of data on morbidity. 


The fifth approach is to assess the health impact of development projects. The review 
by Cooper Weil D et al, 1990, WHO, thoroughly studies the evidence of impact of other sectors’ 
development policies on health, and is strongly recommended as a starting point for health 
impact assessments. However, in any given country, there are always many development 
policies that have health impacts (e.g. industry, agriculture, public works, tourism). One must 
therefore be selective, and the findings used to identify those with the greatest risk, or potential 
contribution, to health. This will help policy-makers to understand the health impacts of 
previous development projects, as well as the implications for future policy. 


Once the major contributors to poverty and causes of death or illness have been identified, 
there will be a very wide range of sectors involved. With limited resources and time available, 
how can one select the most important? In general, the choice should be based on those that 
present the greatest risk to health, or can best improve health status, and also those that can most 
effectively reduce poverty. A set of 9 decision-making criteria is proposed from which policy- 
makers can choose. They range from: those that are based on social or political values and on 
donors’ priorities; those based on qualitative assessment of impact; and those that use 
quantitative data to assess disease burden avoided, or are based on economic comparison of 


interventions. 


In the first category come the expressed preferences of the poor; the quality of 
relationships between health and other ministries and sectors to facilitate joint interventions; 
national policies which give priority to, say, agriculture, which will limit the choices; and the 
policies of donors, which are often sector-specific. In the second category are those sectors 
which have a disproportionate impact on poor people’s food intake, health behaviours and 
physical environment; those sectors which affect the largest area of economic activity in which 
the poor are engaged (e.g. where 80% of all workers are employed in agriculture, or in 
Guatemala. where the health and welfare of migrant Indian workers are the focus of intersectoral 
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efforts); and programmes which are directly related to health (e. g. health education in schools, 
or programmes that train community health workers to give indigenous people a source of 
income). In the third category, comes the approach through the preparation of | multi-sectoral 
balance sheets”, which combine the disease burden with the potential contribution to health in 
each sector, but it is difficult to compile a balance sheet on a country-specific basis; none of the 
above approaches to priority-setting take account of cost. Cost-effectiveness studies are of value 
to the policy-maker, especially if the Government is motivated towards a certain policy, such as 
improving child care. It will then help to compare the relative cost-effectiveness of investing in 
girls education, introducing school health programmes and food pricing policies. 


In using the criteria to set priorities, all stakeholders - government, the public especially 
the poor, private sector institutions and organizations - should be made aware of all the 
information gathered, and consensus reached. Tools such as the Geographical Information 
System (GIS) mapping could be used to display the distribution of the information within the 
country. A final step is to rate the proposed intersectoral activities on the basis of the degree to 
which they meet the chosen criteria. 


An important section highlights poverty-reduction projects or policies that have had both 
a health component, and at least one other component, from either economic growth or human 
development strategies. It features many projects that have demonstrated improved health status 
of the poor, or that have targeted the poorest groups in order to have maximum impact. Five 
sectors have been selected, based on their significance to economic growth and health status 
improvement. The selected sectors are: 


* community and micro-enterprise economic development (e.g. microcredit and a 
prepaid health plan by the Grameen Bank, Bangladesh); 
. agriculture and food policies (€.g. disease prevention in irrigation schemes in 
Mexico); 
‘ education policies (e.g. Thailand’s success in reducing under-nutrition by a 
coordinated strategy with the education system); 
a macro-economic policies (e.g. the creation of social emergency funds in Latin 


America, which had both direct and indirect effects on health); 
environment and infrastructure investments to improve the supply of safe water 
and basic sanitation (e.g. WHO’s Healthy Cities programme). 


There are many case examples, described in the text, of policies and projects carried out 
in each of the five sectors, in different parts of the world. 


The concluding section of the paper addresses the issue of initiating and maintaining 
intersectoral action. Often few or no mechanisms are available to enable health policy-makers 
in developing countries to play a significant role in the national development policy-making 
process. Asa result, problems that increasingly demand multisectoral approaches do not receive 
adequate attention. The marshalling of information and analysis of data on the health impact of 
other sector activities will go a long way towards empowering health ministers to become 
involved in development strategies in other sectors. 
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There are five critical prerequisites needed for health policy-makers to be able to 
influence development policies in other sectors. 

: persuading health professionals in public and private sectors that improving 
health of the poor demands work with other sectors in poverty reduction; 
working with NGOs, private businesses, local government and international 
agencies to make health considerations central to development policies aimed at 


the poor; 

: promoting recognition among the general public that better health is an integral 
part of community development; 

* commitment to ensuring that the poor are involved in intersectoral decision- 
making and implementation; 

: developing the technical capacity to advise other sectors on modification to their 


activities to improve health and more effectively reduce poverty. 


The last prerequisite is particularly important, as ministries of health in most developing 
countries are weak. Linkages with academic institutions and research centres could help to fill 
the gap. Given the technical capacity and leadership ability, the other four prerequisites will be 
easily manageable. 


The timing of initiating intersectoral action for health is important. The aftermath of civil 
war or natural disaster creates new opportunities for rethinking health planning. Mozambique 
is an example of a country that used its post-war restructuring as a starting point. Most countries 
will have to take an incremental approach to changing the way health policy can contribute to 
poverty reduction. 


Ways of priority-setting have been considered earlier. Once priorities have been 
established, the development of implementation plans requires the creation of long-term 
partnerships with all relevant stakeholders, and defining their roles and responsibilities. Clear 
objectives must be set, and budgets and staff allocated. Monitoring, evaluation and feedback will 
permit the refining of approaches. 


Maintaining the momentum of intersectoral action requires above all political 
commitment and leadership. A bottom-up process that identifies intersectoral threats and 
opportunities at the local level might be used to develop a national strategy. This was effectively 
used in Guinea-Bissau, where efforts by WHO to strengthen the district level management led 
to the elaboration of a national plan based on regional priorities. The advantage of implementing 
a top-down approach at the same time, setting forth a national strategy to provide impetus, is that 
broader public support can be built, and experience at each level complements the other in 
carrying out agreed priority activities. 
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